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ABSTRACT
Background: The identification of health care professionals who are incompetent, impaired, uncaring or have crimi-
nal intent has received increasing attention in recent years. These individuals are often subject to disciplinary action 
by professional licensing authorities. To date, no national data exist for Canadian physicians disciplined for pro-
fessional misconduct. We sought to describe the characteristics of physicians disciplined by Canadian professional   
licensing authorities.
Methods: We constructed a database of physicians disciplined by provincial licensing authorities during the years 
2000 to 2009. Comparisons were made with the general population of physicians licensed in Canada. Data on demo-
graphic characteristics, type of misconduct and penalty imposed were collected for each disciplined physician. 
Results: A total of 606 identifiable physicians were disciplined by their professional college during the years 2000 to 
2009. The proportion of licensed physicians who were disciplined in a given year ranged from 0.06% to 0.11%. Fifty-
one of the disciplined physicians committed 64 repeat offences, accounting for a total of 113 (19%) offences. Most of 
the disciplined physicians were independent practitioners (99%), male (92%) and trained in Canada (67%). The most 
common specialties of physicians subject to disciplinary action were family medicine (62%), psychiatry (14%) and 
surgery (9%). For disciplined physicians, the average number of years from medical school graduation to disciplinary 
action was 28.9 (standard deviation [SD] = 11.3). The 3 most frequent violations were sexual misconduct (20%), failure 
to meet a standard of care (19%) and unprofessional conduct (16%). The 3 most frequently imposed penalties were 
fines (27%), suspensions (19%) and formal reprimands (18%).
Interpretation: A small proportion of registered physicians in Canada were disciplined by their medical licensing au-
thorities. Sexual misconduct was the most common disciplined offence. The standardization of provincial reporting 
along with the creation of a national database of physician offenders would facilitate more comparable public report-
ing as well as further research and educational initiatives.
Asim Alam, MD, is a Senior Resident in the Department of Anesthesiology, Department of Health Policy Management and Evaluation, and in 
the Keenan Research Centre in the Li Ka Shing Knowledge Institute, St. Michael’s Hospital, University of Toronto, Toronto, Ontario, Canada.   
Jason Klemensberg, and Joshua Griesman, BSc, were summer research students in the Keenan Research Centre in the Li Ka Shing Knowledge 
Institute, St. Michael’s Hospital, University of Toronto. Chaim M. Bell, MD, PhD, is Associate Professor of Medicine and Health Policy, Management, 
& Evaluation and CIHR/CPSI Chair in Patient Safety & Continuity of Care, St. Michael’s Hospital, University of Toronto, Toronto, Ontario Canada.
Competing interests: None declared. 
Funding: Dr. Bell is supported by a Canadian Institutes of Health Research and Canadian Patient Safety Institute Chair in Patient Safety and 
Continuity of Care. The funding agencies had no role in the design and conduct of the study; collection, management, analysis or interpretation 
of the data; or preparation, review or approval of the manuscript. The corresponding author had full access to all of the data in the study and 
takes responsibility for the integrity of the data and the accuracy of the data analysis.
Correspondence: Dr. Chaim M. Bell, St. Michael’s Hospital, 30 Bond St. Toronto ON Ontario  M5B 1W8; (416) 864-6060 x2373; fax: (416) 864-5485; 
bellc@smh.toronto.on.caOpen Medicine 2011;5(4)e167
Research                                                                                                                                        Alam et al.
T
 he identification of health care professionals 
who are incompetent, delinquent or have crim-
inal  intent  has  received  increasing  attention 
in  scholarly  publications  and  the  lay  press  in  recent 
years.
1–9 Although these individuals represent a small 
subset of practising physicians, increasing media atten-
tion in conjunction with new forms of information tech-
nology that enable faster dissemination of information 
about physicians has made such cases highly visible to 
the public.
10
In  Canada,  provincial  authorities  have  the  ability 
to police and regulate the quality of medicine through 
disciplinary action. Provincial legislation provides the 
legal basis for medical licensing authorities known as 
the  Colleges  of  Physicians  and  Surgeons  (CPSs;  Ap-
pendix A). The provincial Colleges and the territorial 
regulatory authorities provide the structure for the gov-
ernance, discipline, and accountability of physicians in 
Canada.  In addition, these authorities provide patients 
with an alternative to civil litigation.
1 
Information regarding physician-related complaints 
is usually confidential unless it leads to a formal disci-
plinary hearing. Across the provinces and territories, 
varying  jurisprudence  establishes  the  framework  by 
which these authorities operate, and criteria for formal 
disciplinary hearings vary across the country. However, 
all  complaints  of  patient  negligence,  professionalism 
and sexual abuse are considered serious matters and are 
usually dealt with by recourse to individual CPS regu-
latory policy. CPSs are mandated to record and make 
information about these cases public. However, infor-
mation on disciplinary hearings and proceedings from 
the territorial licensing authorities (Northwest Territor-
ies, Nunavut, Yukon) are often not transparent or pub-
licly available. 
The  majority  of  research  on  physician  negligence 
and  incompetence  relies  on  data  from  civil  litigation 
and closed claims.
1 The available literature on physician 
disciplinary action through licensing authorities focuses 
mainly on data from state medical boards in the United 
States. Violations include, but are not limited to, failure 
to meet a standard of care, fraud, sexual misconduct, 
prescribing violations and incompetence. These studies 
generally agree that a lack of board certification, being 
male and being in practice for a long period of time may 
increase one’s risk for disciplinary action.
2–7 Although 
similar  data  are  available  through  online  provincial 
sources, to date there are no amalgamated peer-reviewed 
data examining physicians disciplined in Canada. 
Therefore, we sought to better understand the char-
acteristics of physicians disciplined in Canada through 
a retrospective cohort study of physicians disciplined by 
provincial licensing authorities during the years 2000 
to 2009. 
Methods
Overview. We analyzed the publicly available data for all 
provincial medical licensing authorities in Canada. We 
studied all physicians disciplined from 2000 to 2009. 
We extracted data on the type of misconduct violation 
and the penalty imposed on each physician disciplined, 
as  well  as  demographic  variables.  Comparisons  were 
made with the total population of licensed physicians in 
Canada.
11–12
Identification  of  disciplined  physicians.  Canadian 
physicians  disciplined  during  the  years  2000  to  2009 
were identified by reviewing all available online monthly 
publications from each CPS. Physicians who were either 
not named or for whom demographic details were insuffi-
cient were excluded from the primary analysis. Online 
data for the years before 2007 were not available for New 
Brunswick,  Prince  Edward  Island,  and  Newfoundland 
and Labrador. In addition, online data for the years be-
fore 2002 were not available for Alberta. Data for all other 
provinces were complete for the years 2000 to 2009.
Descriptive data and sources. Demographic informa-
tion collected for each physician included: sex; type of 
practice licence (independent practice v. educational li-
cence); medical school from which the physician gradu-
ated; and medical specialty. We calculated total years of 
practice as the total number of years between obtaining 
a medical degree and the disciplinary action. Special-
ties were grouped into categories: anesthesiology; family 
medicine (and general practice); internal medicine, ob-
stetrics and gynecology; pediatrics; psychiatry; radiol-
ogy; surgery; and other specialties.
7
Physician information that was not available through 
the disciplinary summaries was obtained either through 
provincial licensing website databases or from the Can-
adian  Medical  Directory  for  the  years  1970  through 
2008.
13  If  we  could  not  find  data  on  physicians,  we 
directed  inquiries  about  their  demographic  character-
istics to the CPSs themselves. A total of three requests 
were made directly to CPSs, who responded in each case 
with the information requested.
Classification  of  violations  and  disciplinary  actions. 
Violations and disciplinary actions were grouped on the 
basis  of  categories  modified  from  previous  studies.
6,7 
Each  published  disciplinary  action  was  reviewed  and Open Medicine 2011;5(4)e168
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categorized  into  the  following  groups:  conviction  of  a 
crime; fraudulent behaviour/prevarication; inappropri-
ate prescribing; mental illness; failure to meet a stan-
dard of care; use by the physician of drugs or alcohol; 
sexual misconduct; unprofessional conduct; unlicensed 
activity/breech of registration terms; miscellaneous vio-
lations; and unknown/unclear violations. Miscellaneous 
violations mainly included violations involving breaches 
of confidentiality, improper disclosure to patients and 
improper handling or maintenance of medical records. 
In  addition,  information  regarding  the  penalties  that 
were  imposed  on  these  physicians  were  grouped  into 
the  following  categories:  licence  revocation;  licence 
surrender;  suspension;  licence  restriction;  mandated 
retraining/education/course/assessment;  mandated   
psychological counselling and/or rehabilitation; formal 
reprimand; fine/cost repayment; other actions. We also 
kept detailed information regarding fines and/or costs of 
medical proceedings that had to be paid by disciplined 
physicians as a term of their penalty. 
Statistical analysis. We calculated the frequencies and 
proportions  of  each  physician  characteristic,  violation 
and penalty category variable, as well as the means of 
total  years  of  practice.  We  calculated  the 
median  and  interquartile  range  (IQR)  for 
fines,  suspension  length  and  time  between 
first and second offences for repeat offenders. 
We  also  examined  the  proportion  of  phys-
icians  disciplined  in  2007  and  2008,  since 
we were able to access a complete dataset for 
all provinces for those years. Statistics on the 
total population of independent practitioners 
statistics  was  compiled  using  annual  phys-
ician  census  data  from  the  Canadian  Insti-
tute of Health Information. Statistics on the 
number  of  resident  physicians  were  added 
using CAPER (Canadian M.D. Post-Education 
Registry).
12 The study protocol was reviewed 
and approved by the Research Ethics Board of 
St. Michael’s Hospital (Toronto, Ont.).
Results 
From 2000 to 2009, a total of 606 identifi-
able  physicians  were  disciplined  in  Canada 
(Table 1). A further 23 physicians who were 
disciplined but not named in the databases 
available to us were excluded from our pri-
mary analysis. Approximately 51 (9%) disci-
plined physicians were subject to more than 
one  disciplinary  action  at  separate  times: 
42 physicians were disciplined 2 times, 7 physicians 3 
times and 2 physicians 4 times, accounting for a total of 
113 (19%) offences. The median time between first and 
second offences was 2 years (IQR 1–4 years).
The majority of physicians disciplined in Canada were 
independent practitioners (99%), male (92%) and gradu-
ates of a Canadian medical school (67%). In the general 
Canadian physician population, the corresponding pro-
portions are as follows: independent practitioners, 89%; 
males,  68%;  and  Canadian  medical  school  graduates, 
77%. The most common specialties of physicians sub-
ject to disciplinary action were family medicine (62%), 
psychiatry  (14%)  and  surgery  (9%).  These  specialties 
comprise 51%, 7% and 10% of the total physician popula-
tion in Canada, respectively. The mean (SD) number of 
years of practice before conviction was 28.9 (11.3) years. 
The proportion of physicians disciplined in Canada 
each year was small, ranging from 0.06% to 0.11% (Table 
2). For the years 2007 and 2008, the proportion of disci-
plined physicians was well distributed among different 
provinces, ranging from 0.08% to 0.26%. The highest 
proportions  of  physicians  were  disciplined  in  British 
Columbia (0.25%) and, collectively, in the Eastern prov-
inces (0.26%). 
  Table 1:  The baseline characteristics of disciplined physicians in Canada 
  from 2000 to 2009
 Characteristic
Frequency
n = 606 (%)
Frequency in 
physician population*
  Sex 
Female 49 (8) 199 694 (32%)
Male 557 (92) 415 563 (68%)
  License classi￿  cation
Independent Practitioner 599 (99) 616 979 (89%)
Resident 7 (1) 78 350 (11%)
  Medical school of graduation
International 201 (33) 139 201(23%)
Canadian 405 (67) 473 502 (77%)
  Specialty    
Anesthesiology 10 (2) 25 209 (4)
Family medicine/general practice 377 (62) 315 671 (51)
Internal medicine 31(5) 66 544 (11)
Obstetrics and gynecology 19 (3) 16 544 (3)
Other 16 (3) 53 780 (9)
Pediatrics 9 (1.5) 22 633 (4)
Psychiatry 82 (14) 40 859 (7)
Radiology 3 (0.5) 20 019 (3)
Surgery 56 (9) 62 989 (10)
Unknown 3 (0.5)
*Data for total number of physicians in Canada from 2000 to 2009 were compiled using statistics 
  published by CIHI and CAPER. Sex, medical school and speciality data did not include resident 
  physician data.11,12Open Medicine 2011;5(4)e169
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A  total  of  852  different  violations  were  committed 
by all physicians who were disciplined (Table 3). The 3 
most  frequent  violations—sexual  misconduct  (20%), 
standard-of-care issues (19%) and unprofessional con-
duct (16%)—accounted for more than half of all offences. 
Greater than half of all repeat offences were also in the 
realm  of  sexual  misconduct  (20%),  standard-of-care 
issues (20%) and unprofessional conduct (14%). 
A total of 1517 penalties were imposed on the disci-
plined  physicians  (Table  4).  The  three  most  frequent 
penalties were being fined (27%), getting a suspension 
(19%)  or  being  formally  reprimanded  (18%);  together, 
these penalties represented more than two thirds of all 
penalties  imposed.  Licence  revocation  accounted  for 
only 6% of the total penalties imposed. Of the repeat of-
fences, licence revocation accounted for only 10% of total 
penalties. Similarly to the penalties for overall offences, 
being fined (26%), receiving a formal reprimand (16%) 
or being suspended (13%) accounted for the majority of 
repeat offence penalties.
Detailed  suspension  information  was  available  for 
287 (98%) of the 293 physicians who were suspended. 
The median suspension length was 4 months (IQR = 2–9 
months). Detailed information on fines or cost repay-
ment was available for 329 (79%) of the physicians who 
were required to pay fines or costs. The median fine/cost 
amount was $4000 (IQR $2500–$10 000). 
Of the 23 physicians who were not included in the 
primary analysis, the most frequent violations were in-
appropriate prescribing (22%), sexual misconduct (17%), 
unprofessional conduct (17%), miscellaneous violations 
(17%) and failure to meet a standard of care (13%). Ap-
proximately  40%  of  these  physicians  were  fined,  and 
35% of these physicians were required to undergo coun-
selling. Only one of these physicians (4%) had his or her 
licence revoked, and 5 physicians (21%) had his or her 
licence to practise suspended. 
Interpretation
We  found  that  a  small  proportion  of  physicians  were 
disciplined in Canada during the years 2000 to 2009. 
Compared with the general population of physicians in 
Canada, a higher proportion of those disciplined were 
male, had an independent practice licence, and were a 
graduate of an international medical school; the aver-
age time in practice before disciplinary action was 28.9 
years. The majority of disciplined physicians practised 
in  the  specialties  of  family  medicine  and  psychiatry, 
and these specialties were over-represented relative to 
their proportion in the Canadian physician population 
overall. Just under one-tenth of disciplined physicians 
  Table 2:  The number of disciplinary actions against 
  physicians in Canada from 2000 to 2009
 Year
No. of physicians 
disciplined
Total no. 
of licensed 
physicians* 
Physicians 
disciplined, %
 2000 36 64 204 0.06
 2001 64 65 016 0.10
 2002 57 65 967 0.09
 2003 73 66 342 0.11
 2004 62 67 929 0.09
 2005 63 69 389 0.09
 2006 71 70 624 0.10
 2007 71 72 624 0.10
 2008 52 74 879 0.07
 2009 57 78355 0.07
 *  Data for total number of registered physicians in Canada from 2000 
    to 2009 were compiled using statistics published by CIHI and CAPER.
    Total number of physicians included both independent practitioners 
  and  residents.11,12  Online data for the years before 2007 were not 
    available for New Brunswick, Prince Edward Island, and Newfoundland 
    and Labrador. In addition, online data for the years before 2002 were not 
    available for Alberta.
  Table 3:  The types of physician violations disciplined 
  in Canada from 2000 to 2009
 Type
Frequency, %
n = 852 
  Sexual misconduct 172 (20)
  Unprofessional conduct 133 (16)
  Failure to meet a standard of care 163 (19)
 Miscellaneous 104 (12)
  Fraudulent behaviour / prevarication 85 (10)
  Inappropriate prescribing 74 (9)
  Unlicensed activity 56 (7)
  Conviction of a crime 34 (4)
 Unclear 18 (2)
  Drug or alcohol use 11 (1)
  Mental illness 2 (0.2)
  Table 4:  Types of penalties imposed on physicians 
  disciplined in Canada from 2000 to 2009
 Type
Frequency, %
n = 1517 
  Fine / cost repayment 416 (27)
 Suspension 293 (19)
  Formal reprimand 273 (18)
 Restriction 182 (12)
  Retraining / course / assessment 139 (9)
 Revocation 89 (6)
  Psychotherapy / counselling /
  substance abuse program
58 (4)
  Surrender (licence) 34 (2)
  Other action 33 (2)Open Medicine 2011;5(4)e170
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were repeat offenders, but this group accounted for al-
most one-fifth of all offences. 
These findings are similar to those of previous stud-
ies from the United States that examined the relation-
ship  of  gender  to  disciplinary  action.
2–7  Kohatsu  and 
colleagues
7 reported that 91% of disciplined physicians 
were male. Similarly, Khaliq and associates
6 showed that 
male physicians (p < 0.04) were more likely to be disci-
plined than their female counterparts. Taragin and co-
authors
14 proposed that a number of differences between 
male and female physician practice styles, including dif-
ferences in physician–patient interactions, contribute to 
the fact that male physicians were 3 times as likely to be 
in a high-claims malpractice category than their female 
counterparts.  Specifically,  they  suggested  that  women 
communicate  more  effectively  with  patients  and  that 
this, in itself, is responsible for a lower rate of malprac-
tice claims. 
Our  data  indicate  that  most  physicians  subject  to 
disciplinary action in Canada were trained in Canada. 
However, the proportion of disciplined physicians who 
were trained at international medical schools is larger 
than proportion of the total physician population who 
trained abroad. These findings corroborate other find-
ings that between 26% and 30% of disciplined physicians 
are international medical graduates.
6–7 
Previous work also indicates that physicians for whom 
a strong therapeutic alliance is an important feature of 
care (such as family physicians and psychiatrists) have 
a  higher  predisposition  to  being  disciplined.  Indeed, 
Morrison  and  Wickersham
2 s h o w e d  th a t ,  i n  c o m p a ri -
son with controls matched by location, disciplined phys-
icians were more likely to be involved in direct patient 
care. Furthermore, Dehlendorf and Wolfe
8 showed that 
physicians practising in the fields of psychiatry, family 
practice,  general  practice  and  obstetrics  and  gynecol-
ogy  were  more  likely  to  be  disciplined  for  sex-related 
offenses when compared with all physicians. It may be 
that  prolonged  psychosocial  interaction  with  patients 
can predispose physicians in these specialties to engage 
in inappropriate behaviour and thus increase their risk 
of being disciplined. However, it should be noted that 
other specialties involved in developing long-term phys-
ician–patient relationships (i.e., subspecialties of inter-
nal  medicine) do  not  seem to  have  increased  rates  in 
comparison with others.
6,8
There is a difference in the proportions of physicians 
disciplined in Canada and in the United States. According 
to data from the Federation of State Medical Boards,
15–17 
the proportion of physicians disciplined in the United 
States from 2000 to 2009 (0.39% to 0.53%) is almost 4 
times that of Canada. There are a number of possible ex-
planations for this phenomenon. First, major differences 
in licensure policy in the United States make disciplinary 
action against physicians more commonplace. In fact, 
since  the  1980s  the  number  of  physicians  disciplined 
yearly by state medical boards has increased significant-
ly.
18 Second, the traditionally more litigious culture of 
the United States encourages patients to pursue multiple 
forums for retribution for medical misconduct.
1 Indeed, 
malpractice lawsuits are far more common in the United 
States than in Canada: 350% more suits are filed each 
year per person than in Canada.
19 More research will be 
required to fully describe this phenomenon.
We did observe that the highest rates of disciplinary 
actions against Canadian physicians occurred in Brit-
ish Columbia and the Eastern provinces. However, given 
that we examined complete data for only a short period 
(2007–2008), a longer longitudinal study would be re-
quired to confirm these findings and to formally test for 
differences between provinces.
It is concerning that a large proportion of violations 
by  Canadian  physicians  involved  sexual  misconduct, 
which is an egregious breach of public trust. As a propor-
tion of offences by physicians, sexual misconduct is esti-
mated to be lower in the United States than in Canada, 
accounting  for  between  3.1%  and  10%  of  disciplinary 
actions.
2,6–8,18 Perhaps sexual misconduct in the United 
States  is  disciplined  outside  of  traditional  medical  li-
censure systems to a greater extent than in Canada. The 
reasons for this phenomenon remain speculative at best. 
However, despite a lack of consensus regarding how to 
educate medical trainees and physicians with regard to 
sexual boundaries,
20–22 this finding may identify a need 
for greater attention to this critical topic within the med-
ical education curricula – including, potentially, focus-
ing on international medical graduates
23 and continuing 
professional development. 
It is also notable that provincial licensing authorities 
devote significant resources toward disciplining repeat 
physician  offenders.  Previous  research  in  the  United 
States corroborates the finding that a substantial frac-
tion of previously disciplined physicians are subsequent-
ly disciplined at rates far higher than physicians with 
no discipline history. This indicates a possible need for 
greater monitoring of disciplined physicians and/or less 
reliance upon rehabilitative sanctions such as disciplin-
ary  action  to  promote  and  sustain  positive  change  in 
behaviour.
8,18 
 Although provincial authorities are mandated to re-
cord  and  publicly  disseminate  this  information,  there 
appears  to  be  little  uniformity  in  data  collection  and Open Medicine 2011;5(4)e171
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reporting  processes.  Moreover,  these  data  are  usually 
not presented numerically in the aggregate at the provin-
cial level, but rather in prose that describes the individ-
ual disciplinary actions. Furthermore, there is no federal 
legislation  mandating  this  process.  Like  the  United 
States, Canada has a Federation of Medical Regulatory 
Authorities that could potentially act as a repository for 
information on physician discipline. 
Some limitations of our data should be considered. 
First, we could report only on data that were publicly 
available. However, it is reasonable to assume the valid-
ity of those documents, since they are based upon formal 
provincial  legal  proceedings  and  follow  strict  proced-
ures.  Second,  data  concerning  physicians  disciplined 
in the 3 territories were not publicly available, accord-
ing to the respective licensing authorities we contacted. 
However, the territories accounted for fewer than 130 
physicians in 2009
12 and thus would be unlikely to af-
fect  our  results  substantively.  Third,  we  were  unable 
to obtain complete data for all provinces for each year 
examined in our study. Again, the missing data would 
likely represent a small proportion of disciplined phys-
icians; moreover, the absence of these data would lead 
only to an underestimate of the findings. Fourth, we had 
to exclude physicians whose names were not published, 
as  their  demographic  characteristics  could  not  be  as-
certained. Fifth, some of the recorded fine/cost penalty 
data were not adequately detailed within discipline sum-
maries. In these cases, physicians may have paid hidden 
expenses and costs that would not be captured by the 
data collection process. For example, the costs incurred 
by Quebec physicians were never explicitly outlined in 
any disciplinary proceedings. For this reason, we elected 
not to proceed with a more detailed analysis of fines/
costs incurred by disciplined physicians. Sixth, since we 
could not find meaningful national data on percentages 
of  complaints  that  led  to  disciplinary  action,  we  have 
reported only the rates of disciplined physicians, rather 
than the discipline rate of physicians. Finally, our data 
pertain only to disciplinary actions and do not inform us 
about the degree or nature of patient complaints in the 
provinces.
This study constitutes an important first step in ag-
gregating  data  on  and  understanding  the  extent  and 
nature  of  disciplinary  actions  involving  physicians  in 
Canada. We have outlined some areas that can be tar-
geted for improvement, and encourage further research 
into preventing offences requiring disciplinary action. 
The  medical  profession  must  realize  that,  although 
disciplined  physicians  represent  a  small  proportion 
of  the  physician  population,  a  single  practitioner  has 
tremendous potential to harm patients and the public. 
There is little doubt that practitioners who violate the 
boundaries of proper professional conduct diminish the 
integrity of the medical profession. Regardless, there is a 
dearth of large-scale programs that address profession-
alism in medicine with the aim of preventing transgres-
sions from occurring in the first place.
22 Expanding and 
improving this important area of patient safety must be 
a priority for the medical profession. 
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